treatinent with pituitary alone, and it was found that whole-gland pituitary extract apparently imnproved the patient's tolerance to a certain extent, but not to an extent to cause loss of weight. Cases of undergrowth due to pituitary hypoplasia were very rare. There were attending hospital a number of cases resembling the Lorraini type of infantilism, very thin children with undeveloped genitalia, &c., but there was no evidence that the condition of the hospital cases was pituitary in origin. The cost of the treatnment in the case in which 8 stone in weight was lost, was £10 for the year; but less would be required afterwards to keep the patient in good condition. Lhe dosage started with i gr. of each extract (thyroid and whole pituitary gland) a day, and this was followed by a dosage, gradually reached, of 5 gr. of each given three times a day. The first patient tolerated 10 gr. three tilnes a day without showing any untoward effect. In the cases demonstrated he did not think the question of fanmily history entered. There were many cases in which fathers and mothers showed abnormal physical measurements, either in height or weight, and he regarded theum as endocrine defects of moderate degree. Children of this kind showed a tendency to appear particularly at tlme end of a large family.
Case of Persistent Ascites. By R. C. JEWESBURY, M.D.
PATIENT, a girl, aged 10 years. There is a family history of tuberculosis. She lost a younger sister from tuberculous meningitis. This child has had measles, mumps, and a year ago pneumonia. The ascites was first noticed about eighteen months ago, and from that time it has persisted. Tapping has been necessary on twelve occasions, and at the last one, thirteen pints of fluid were removed. A rather irregular large liver can be felt, but no other definite mnass; no glands are palpable. She also has an old fibroid condition of the right lung, and marked displacement of the heart. The ascitic fluid withdrawn shows, on examllination, a considerable number of lymphocytes. The whole course of her illness has been completely afebrile; and she is free frorn pain.
The question is, what is the cause of the ascites? One thinks first of tuberculous peritonitis. In favour of that is the fact that there is a lymphocytosis in the fluid, but the complete absence of fever is against it. The long duration of the ascites is unusual. In order to try to determiiine whether or not it is tuberculous, we have inoculated a guinea-pig with the fluid; it was killed at the end of six weeks, and no evidence of tuberculous disease was present. No tubercle bacilli were present in the ascitic fluid. I shall be glad to hear whether other Memnbers have seen cases of chronic ascites, anld what they think the origin of this case is. D'iscussion.-Dr. F. PARKES WEBER said he thought the mlost probable explanation of the case was that it belonged to the class of polyserositis, and what had been called pericardial pseudo-cirrhosis of the liver. This class (in the sense in which he referred to it) included cases in which there might be no pericardial disease; somnetimiies there mnight be no marked degree of perihepatitis. The great point was that the ascites in these cases was brought about by an obstruction to the portal circulation, caused by pressure outside the portal vein or inferior vena cava, or by a weakness of the heart due to old pericarditis with great adhesion. or was due in part to both factors. In some cases tuberculosis had undoubtedly been the cause of the whole disturbance. He had never seen a case of this class at so early an age as that of the present patient.
Dr. PIERRET (Paris and La Bourboule) said he considered the case tuberculous. He had heard with great interest the observation of Dr. Jewesbury, and he thought the first fact in the history of this child was the mediastinal tuberculosis. The liver was also tuberculous, aind he considered that the ascites was only secondary to the perifibrosis of the liver and cardiac deficiency due to mediastinitis. For that reason tubercle bacilli were not found in the ascitic fluid. There were really two reasons why those bacilli might not be found: the first was because there were probably none, ascites being due to cardiac deficiency and cirrhosis and not to tuberculous peritonitis, and the second, that it was necessary to centrifuge large quantities of fluid for the purpose of finding them. Even then, one could not be sure of finding bacilli in the bottom of the centrifuge tube. At timues some miight be found lying on the upper layer of the centrifugalized liquid. It depended on the density of the latter. He therefore suggested continuing the search by methodical centrifugalization.
It was a case of " cirrhose cardio-tuberculeuse d'Hutinel" (so-called in France), first ldescribed in Paris, 1893, a syndrome which usually began with tuberculosis of the pleura, with, subsequently, tuberculosis of the mediastinum, and often of the pericardium with adhesions. Later, the process extended to the liver.
He therefore thought Dr. Jewesbury was right in thinking that the whole of the process was of tuberculous origin, but that the tuberculous peritonitis causing ascites was not the primary but the last event to have appeared. Dr. Jewesbury pointed out himself the history of an antecedent pleurisy. He (Dr. Pierret) believed these cases were always fatal.
Dr. WALTER CARR said he always considered tubercle the most likely cause of ascites in a child, either through pressure of enlarged tuberculous glands on the portal vein, or, less probably, owing to some cirrbotic process in the liver set up directly or indirectly by tubercle. In either case the ascitic fluid would present simply the characters of an ordinary dropsical effusion and we should not expect to find tubercle bacilli in it. He inferred from Dr. Jewesbury's -remarks that the fluid in this patient did not show any indication of an inflammatory origin, such as spontaneous coagulation, &c., and that, therefore, there was no reason to suspect the ,existence of chronic peritonitis, either tuberculous or due to any other cause.
Case of Muscular Dystrophy (Landouzy-D6jerine type).
By R. C. JEWESBURY, M.D.
A GIRL, aged 10 years, -who has been under observation for a short time. There are two other children in the family, quite healthy. Since the age of two years this child has had an expressionless face, and has been unable to close her lips. When she was a small baby sucking, apparently, was not interfered with. The condition began at about the second year. M\Ientally, she has always been very backward. At first sight she appears to have a complete facial paralysis. The only movement she can make in the face is a slight contraction near the aloe nasi, which imparts to her a soniewhat sneering expressioln. She also has marked mliuscular atrophy of the shoulder girdle, and when extending an arm shows very definite "winging," more mnarked on the right side.
I have formed the opinlion that it is probably a case of mluscular dystrophy of the facioscapulo-humeral type, as described by Landouzy and De6jerine, though on inspecting her face Sone does not see any sign of muscular atrophy; that is possibly hidden by the subcutaneous fat.
It is unusual to find these cases associated with mental defect or any defect in the nervous system. I shall be glad to hear observations on the case, and especially suggestions as to diagnosis. Discussion-.Dr. WALTER CARR asked hpw Dr. Jewesbury accounted for the promllinence of the jaws and lips, which gave a prognathous aspect to the face, not usually seen in cases of muscular dystrophy. Also, there was a large amount of subcutaneous fat in the face, whereas muscular dystrophy as a rule was associated with wasting of fat as well as of muscle.
Dr. JEWESBURY (in reply to Dr. Carr) said he had no explanation to offer. What might have produced the prominent appearance of the jaw and lips was, that the child was very conscious of her condition, and often closed her lower lip by pushing it up with her hand; the mnassage effect of that movement, often repeated, might have caused a hypertrophy of the soft parts. He did not think there was any actual bony enlargement.
Demonstration of Cases and of a Specimen.
(1) Two CASES OF CLEIDO-CRANIAL DysoSTOSIS. Case I.-Female, aged 13 years: ten children in family; six girls, four of whomii are affected; four boys, two of whom are affected. Mother also affected. Only the outer third of the clavicle present on the two sides. The shoulders can be made to touch beneath the child's chin. Case II.-Female, aged 9 years: only child. Husband's brother said to have some chest deformity. December, 1921: Well developed child. Head circumference 191 in. Sutures and fontanelles closed. Central portions of clavicles missing and shoulders could be made to mneet anteriorly. Webbing of toes. Fifth digits of both hands abnormally short.
